
4. After demonstrating the organism in a primary
lesion it is not only unnecessary but harmful to wait
for secondary manifestations. The most logical therapy
is excision of the chancre when possible, and in a/I
cases the immediate institution of the vigorous antisyph-
ilitic treatment.

In conclusion we wish to call attention to the great
value of the dark ground illuminator for the demonstra-
tion of the Spirochwta pallida and to emphasize the ne-

cessity and value of the demonstration of the spirochete
in the diagnosis and treatment of syphilis where there
are accessible lesions. In suspected cases with no lesions
and in cases in which there are cutaneous lesions, in
which we fail to find the spirochete, we have found the
Wassermann serum diagnosis of great value. As it is,
these two procedures practically give us control of the
diagnosis of syphilis, and it is to be hoped that the near

future will give us a reliable method of detecting syph-
ilitic antigen and thus furnish us with an absolute
method of saying when the disease is cured.

Room 407, 103 Randolph Street.

CEREBELLAR SYMPTOMS IN HYDRO-
CEPHALUS;

WITH A PATHOLOGIC REPORT OF A CASE ASSOCIATED WITH
SYRINGOMYELIA.

JOHN H. W. RHEIN, M.D.
Neurologist to the Howard Hospital; Physician to the Philadelphia

Home for Incurables.
PHILADELPHIA.

Cases of hydrocephalus exhibiting cerebellar symp-
toms, while not very rare, have been recorded in the lit-
erature with sufficient infrequency to warrant a report.
The case to be reported is of still further interest on
account of the probable cause of the cerebellar symp-
toms, which, if not unusual, has been infrequently de-
scribed. The presence of a well-marked syringomyelia,
which was not suspected during life owing to the ab-
sence of at least some of the characteristic clinical man-

ifestations, is of additional interest.
History.\p=m-\J.G., a boy, 8 years old, was admitted to the

Howard Hospital, Jan. 8, 1908. The patient first applied to
the dispensary of the Howard Hospital Nov. 2, 1905. The
previous history was entirely negative. Ten days before his
first visit he began to have headaches, associated with vom-

iting, which occurred before breakfast, although at other
times during the day as well. He also complained of frontal
headaches. The physical examination at that time showed
that the head was enlarged. Examination of the eyes by Dr.
William Campbell Posey was negative. Shortly after this
there developed a spastic gait, but otherwise nothing of im-
portance was noted until two years later, Nov. 29, 1907,
when the child returned again to the clinic with a history
of vomiting, attacks of frontal headache and general tremor.
Station was poor, and the knee jerks were increased. There
was a history of a general convulsion three j'ears previously,
and of several attacks, in which the patient fell, during the
past year.

Examination.—He was admitted to the wards of the How-
ard Hospital on Jan. 8, 1908, when his condition was as fol-
lows: There was a coarse, irregular tremor of both hands
on voluntary effort. The eyes were prominent, and the pal-
pebral fissures unusually wide, showing the cornea above the
pupil. The tongue was protruded straight, and there was no

facial palsy. There was no stiffness of the neck, nor apparent
From the Howard Hospital and Department of Neurology and

Laboratory of Neuropathology of the University of Pennsylvania.
Read in the Section on Diseases of Children of the American

Medical Association, at the Fifty-ninth Annual Session, held at
Chicago, June, 1908.

tenderness in that region. There was a coarse, irregular
tremor of both legs. The knee jerks were increased, and
equally so. There was no ankle clonus, but the Babinski
phenomenon was present on the left side. Kernig's sign
was also present. The pain sense was generally preserved.
Unfortunately a test for the other forms of sensation was not
made, and the need of it was not specially indicated, for the
patient did not give any history of burning himself without
being conscious of it until afterward, a sign so characteristic
of the early stages of syringomyelia. Moreover, there were
no local atrophies to attract attention to the possibility of
the existence of syringomyelia. The patient staggered when
walking, and seemed to be weaker in the left leg than in the
right. The sphincters of the bladder and rectum were incon-
tinent.

Jan. 12, 1908, the headache was very severe; the head was
retracted and the neck stiff. Any movement of the head
increased the pain, which appeared to be general. At this
time the knee jerks were slightly diminished, and there was
a tendency to fall to the left, with the feet together and the
eyes closed.

The patient died suddenly.

Fig. 1.—View of the hydrocephalic brain, showing two cysts,
A and B.

Autopsy.—When the brain was removed, 6 to 8 ounces of
cerebrospinal fluid escaped, and the very much distended brain
collapsed to a certain extent. What appeared to be two cysts
were observed at the cerebello-pontile angles (Fig. 1, A and
B), the one on the left being the larger. These were dis-
tended with fluid, which escaped when the brain was re-
moved.

The brain was placed in formalin, and the spinal cord
in Mailer's fluid. The entire cord was divided up into 23
approximately equal portions, and sections from half of these
were stained by the Weigert method and by hematoxylin and
acid fuchsin.

Cord: The spinal cord was the seat of a syringomyelia
which extended from the eighth thoracic to about the second
cervical segment.

At the second cervical segment there was a small cavity
to the right of the central fissure. There was slight degenera-
tion of the posterior columns, and the left crossed pyramidal
tract.

In the fourth cervical segment the same condition was

observed, and here also there was a slight dilatation of the
central canal. In both posterior horns an area of loose tissue
was observed in which were found several spider cells.

At the sixth cervical segment the central canal was very
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much distended. There was slight degeneration of the left
crossed pyramidal tract. At this level there was a cavity
in the right posterior horn, and in the wall of this cavity
spider cells were seen.

In the eighth cervical segment the central canal was very
much dilated and hour-glass shaped, occupying a large
part of the posterior column. There was a large cav-

ity in the right posterior horn and a small one in
the left posterior horn. On the right side there was hemor-
rhage into the tissue of the wall of the cavity. The left
crossed pyramidal tract was degenerated. At the second
thoracic segment the central canal was large and round, and
there was still a small cavity in the right posterior horn.
Very slight degeneration of the left crossed pyramidal tract
was observed. Both posterior horns were the seat of loose
tissue, presenting the same characteristics as the levels above
described.

In the third thoracic segment the central canal was irreg-
ular in shape, extending into the right posterior horn, and
occupying a large part of the posterior columns on both sides

Fig. 2.—-Cross-section of the hydrocephalic brain showing disten-
sion of the lateral ventricles.

of the median line. The degenerative process, present in the
left horn, extended, at this level, into the anterior horn, and
was less marked than in the levels above. In the fifth tho-
racic segment the right posterior horn was almost entirely
destroyed by the cavity, and also part of the anterior horn,
and the dilated central canal occupied the posterior part of
the left horn.

At the eighth thoracic segment there was a small cavity
in the left posterior horn. At the ninth thoracic segment the
cavity disappeared, and the central canal was not materially
distended. There was no trace of degenerated tissue' in the
horns. At the segments below this level nothing abnormal
was observed.

At the decussation the medulla appeared to be normal, ex-

cept for some central loose tissue, probably of gliomatous na-

ture. The ganglion cells of the anterior horns in the thoracic
and lumber regions, stained by thionin, appeared to be nor-
mal.

Brain: Both lateral ventricles were very much distended
(Fig. 2). The third ventricle was also greatly distended,
pushing the tissues of the interpeduncular space downward.

The aqueduct of Sylvius was very much distended, as well
as the fourth ventricle (Fig. 3, C), especially the cerebellar
portion.

The lateral processes of the fourth ventricle, and this is
to be especially noted, were very much dilated (Fig. 3, A
and B), and were continuous on each side with the cysts
situated at the cerebello-pontile angles. That is to say, the
portions of these recesses which came in contact with the
subarachnoid space were not closed in as usual. The cerebro-
spinal fluid had apparently forced the arachnoid and pia
out in such a way as to give the appearance of a cerebellar
cyst on each side. The foramina of Magendie and Luschka
could not be found.  >

Microscopically the ependyma of the lateral ventricles was
not abnormal. The wall of the cyst on one side consisted of
a pia-like structure, somewhat thicker, however, than the
normal pia.

SUMMARY.

A boy of 8 presented the characteristic symptoms of
cerebellar disease, slightly more marked on the left side.
At autopsy a hydrocephalus was found, involving all the
ventricles of the brain, distending the lateral recesses of
the fourth ventricle and causing cysts at both cerebello-
pontile angles. There was associated with this a syrin-
gomyelia which did not cause the characteristic symp-
toms during life.

It is not unusual for the symptoms of syringomyelia
in children to be absent, even when well-marked cavity

Kig. 3.—Showing, A and B, distended lateral recess of the
fourth ventricle ; C, distended fourth ventricle.

formation is present. This is illustrated in the case

reported by Bullard and Thomas,1 as well as by my own.
Bullard and Thomas' patient, a boy 6^ years old, pre-
sented the symptoms of cerebellar lesion, and later there
developed paraplegia and incontinence of urine and
feces. The autopsy revealed the presence of hydro-
cephalus and syringomyelia, the latter not having been
suspected during life.

In cases of hydrocephalus the possible presence of
syringomyelia should always be recognized, even when
the usual symptoms of the latter are lacking.

The occurrence of cerebellar symptoms in cases of
hydrocephalus is well known. Spiller,2 in 1902, re-

ported a case of hydrocephalus with symptoms suggest-
ing cerebellar tumor and expressed the view that the
possibility of internal hydrocephalus should always be
borne in mind when tumor of this portion of the brain
is suspected. He cited the cases of Bramwell,3 in which
the cerebellar symptoms were apparently due to hydro-cephalus.

Since then Finkelburg4 reported a case in which
cerebellar symptoms were associated with moderate
dilatation of all the ventricles. He stated that cere-
bellar gait occurred in chronic hydrocephalus, as well
as with tumors of the central ganglia, as an early symp-

1. Am. Jour. Med. Sc., 1899, cxvii, 265.
2. Am. Jour. Med. Sc., 1902, cxxiv, 44.
3. Brain, 1899, xxii, 66.
4. Deutsche. Ztschr. f. Nervenheilk., 1905, No. 29, p. 135.
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torn. He believed that normal or lowered tendon re-
flexes are not against a chronic hydrocephalus. Circum-
scribed tenderness to pressure or blows on the cranium
is found in chronic hydrocephalus, and has, therefore,
no diagnostic value.

Schmidt5 suggested a symptom which he claimed was

of great diagnostic significance in deciding between
hydrocephalus and cerebellar tumor. It consists of the
appearance of vomiting and vertigo if the patient lies
on the side opposite to a tumor. He reported two cases
of cerebellar tumor in which the patients would con-

stantly lie on the side of the tumor, and concluded from
this that the pressure from the tumor on the aqueduct
of Sylvius, if the patient would lie on the opposite side,
caused closure of this aqueduct, and hence an increase
in intracranial pressure. Finkelburg does not subscribe
to this view, as he believed that these symptoms are
found in other localized tumors of the brain. Schmidt
believes that the Westphal phenomenon points to a
tumor rather than to an idiopathic hydrocephalus.

The cause of cerebellar symptoms in hydrocephalus is
difficult to explain in all cases. I believe that the in-
creased intracranial pressure in my case, which was
exerted more particularly on the cerebellum at the local-
ities at which the cysts were found, explains the pres-
ence of these symptoms in this case and may have had
something to do with the slight predominence of the
symptoms on the left side, as the cyst on this side ap-
parently had compressed the left lobe of the cerebellum.
When the fourth ventricle, however, is not enlarged,
and the intracranial pressure is not, therefore, high in
the neighborhood of the cerebellum, this explanation is
not sufficient. It must be due to another cause—prob-
ably the weight of the hydrocephalic brain on the cere-
bellum.

Descriptions of cysts, such as those in my case, have
not appeared frequently in the literature. Scholz6
divides cysts of the cerebellum into seven grouns, i. e.,
(1) cysts similar to those in my case, which will be dis-
cussed later; (2) cysts accompanying new growths;
(3) simple, or serous, cysts; (4) blood cysts, that is.
apoplexies; (5) cysts from pressure or embolism:
(6) dermoid cysts; (7) parasitic cysts. He quotes the
case of Virchow, in which there was a cystic distension
of the diverticulum of the fourth ventricle, and quotes a
similar case by Clams.

In Virchow's case7 there was a partial
 

dilatation of
the fourth ventricle, which extended laterally, and sent
out prolongations on each side, between the cord and
the cerebellum, at which angle a cherry-sized cyst was

found, compressing the facial nerve. He spoke of it as
a hydrocele of the fourth ventricle.

This case undoubtedly is similar to mine, as was also
the one described by v. Becklinghausen,8 in which 8
bilateral cyst which communicated with the dilated
fourth ventricle was found. An opening three milli-
meters in length was found behind the lateral angle of
the floor of the fourth ventricle, leading directly into
the sac on either side. The lateral ventricles were mod-
erately distended and the ependyma was thickened. The
wall of this cyst was somewhat thicker than the pia of
the pons, which was continuous with the wall of the cyst.

J. Bland Sutton" cited the cases of Virchow and v.

5. Schmidt's Jahrb.[ill] 1889, No. 263, p. 137.
6. Mittheilung. a. d. Grenzgeb. d. Med. u. Chir., Jena, 1906,

xvi, 745.
7. Path. des Tumeurs, 1867. p. 180.
8. Virchow's Arch., 1864, No. 30.
9. Brain, 1886, 1887, No. 9, p. 352.

Becklinghausen, and calls attention to the origin of such
cysts. He noted particularly that the cavity of the
fourth ventricle is extended laterally by two tubular
prolongations, or lateral recesses, which open into the
subarachnoid space on each side. Key and Betzius were
the first to call attention to this, and Sutton refers to

 

the result of obstruction of these recesses, i. e., dilata-
tions of the obstructed passages and the production of
cysts.

Other than these brief reports, I am unable to find
any reference to this condition in the literature. I
believe, however, that these apparent cysts may readily
be overlooked, as they are apt to collapse when the cere-
brospinal fluid escapes at the time of the autopsy.

The cause of the cysts in my case I believe to be,
probably, the closure of the foramina of Majendie and
Luschka, which caused an accumulation of cerebro-
spinal fluid in the ventricles of the brain, and, as a

result, the pia arachnoid covering the free borders of the
lateral recesses of the fourth ventricle as well as the
recesses themselves was distended by the excess of
cerebrospinal fluid in the form of a cyst on each side.

The association of syringomyelia and hydrocephalus
has been noted a number of times in the literature.
Sehlesinger10 cites a number of such instances, and
Hinsdale, in 150 cases of syringomyelia collected from
the literature, found fifteen cases of hydrocephalus.
Sehlesinger looks on the significance of this process in
syringomyelia as two-fold. He believes that it explainsin some cases the general brain symptoms of paralysisof the cranial nerves, which are frequently attributed
to syringomyelia; and that the existing hydrocephalus
causes sudden death in not a few eases of syringomyeliaby reason of an exacerbation of the process.

1 wish to thank Dr. P. Jacobs for the opportunity of
reporting this case.

1732 Pine Street.
ABSTRACT OF DISCUSSION.

 

Dr. Arthur W. FAIRBANKS, Boston: The occurrence of
cerebellar symptoms in cases of hydrocephalus is not so very
uncommon. Few such cases have, however, been reported. In
such a case we have to consider whether such symptoms are
the effect of the hydrocephalus or merely phenomena of a

pathologic process, of which the hydrocephalus itself is merely
one phenomenon. We are usually aided in deciding this point
by the fact that in the first instance these cerebellar phe-
nomena occur after the hydrocephalus has been existent some
time, while in the second instance these phenomena either
antedate the hydrocephalus or occur early in its course before
its symptoms have become extremely marked. When second-
ary to hydrocephalus, cerebellar symptoms are due to the pro-
found disturbances produced by the effect of greatly increased
intracranial pressure on the functional activity of the cere-

bellum, the cerebello-pontile, and the cerebello-cerebral tracts,
and the pons. This disturbance is in part due to effect of
direct pressure, in part to circulatory disturbances secondary
to the pressure, and ultimately to secondary degeneration of
these tracts and cells, produced by long-continued high intra-
cranial pressure. The direct pressure of hydrocephalus may so

press down the cerebellum that its inferior surface may be
found deeply indented by the edge of the foramen magnum,
and occasionally actually deformed by such pressure. When
not secondary but merely an associated symptom, this cere-
bellar disturbance may be due to the same condition that is
responsible for the hydrocephalus. The most common cause
of such occurrence is a new growth of the cerebellum or pons,
which by virtue of its location causes the phenomena of cere-

bello-pontile disease, and by mechanical obstruction of the
aqueduct of Sylvius, the foramen of Majendie or the foramina

10. Die Syringomyelia, 1902, p. 383.
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of Luschka, or the venous return flow through the veins of
Galen, produces also hydrocephalus, with all its characteristic
phenomena, in one and the same case.

Under such circumstances the cerebellar phenomena are

usually the initial symptoms. We must remember, however,
that cerebellar phenomena are not so conspicuous in the infant
as in the older child, whereas, owing to the elasticity of the
cranium, enlargement of the head becomes early conspicuous.
Therefore, the early occurrence of cerebellar phenomena with
enlarging head, in an infant, should always arouse more sus-

picion of actual cerebellar or pontile disease than in a child
whose cranium is rigid and unyielding, and, therefore, the
sooner subject to the secondary results of increasing intra-
cranial pressure produced by hydrocephalus. I have in mind
several such cases in very young children. In one child in
particular, in whom the trouble began before the closure of
the fontanelle, and from whose cranial cavity I afterward
removed an enormous tumor of the vermiform process, the
ultimate cause of the hydrocephalus was overlooked by two or

three able men, the slight cerebellar symptoms not having
been noticed by them. The presence of optic neuritis is of much
help in these cases in infancy, and when present almost always
points to tumor at this period of life. In older children, how-
ever, optic neuritis, while always a suspicious sign, is not
quite so surely evidence of tumor, for it is sometimes seen in
primary hydrocephalus, though rarely. Optic atrophy, on the
other hand, is common enough, both in primary hydrocepha-
lus and in the late stages of tumor, and is therefore of no

differential value. Hydrocephalus may occur with cerebellar
symptoms in eases of general cerebello-cerebral or cerebello-
spinal sclerosis and atrophy, as in certain cases of cerebellar
ataxia. Interesting in connection is the occurrence, in Dr.
Rhein's case, of syringomyelia. In a number of instances of
cerebellar ataxia, cavities and defects in the spinal cord have
been reported. At a previous meeting of this Section I
showed some lantern slides of this condition. These cases are

often associated with a defect in the gray matter of the cord
in the region of Clarke's column, where originate the fibers of
the direct cerebellar tract. In several of these cases a hydro-
cephalus was also present.

ERYTHEMA FIGURATUM PERSTANS.
GROVER WILLIAM WENDE, M.D.

Clinical Professor of Dermatology, University of Buffalo.
BUFFALO, N. Y.

In 1905 I read a paper before the American Derma-
tological Association at New York City on "Erythema
Perstans Involving Circinate Lesions," with reports of
two cases. In that paper all varieties of persistent
erythema were included, some of which had been de-
scribed previously as special diseases, each having its
own pronounced characteristics. In this paper I have
eliminated all save one variety. This variety presents
persistent erythematous patches, which assume annular,
marginate and gyrate forms, differing essentially from
other varieties of erythema. A new case is now reported
with a brief review of similar cases found in the litera-
ture.

REPORT OF A CASE.

History.\p=m-\EmilyR., aged 16, well developed, was referred
to me in July, 1906, on account of a peculiar skin eruption,
covering the entire body, which had existed since birth. Her
mother, father, older sister and younger brother were all
healthy and strong; there was no history of syphilis, congen-
ital or otherwise. The mother was not aware of the exist-
ence of a like skin condition in any member of the family
on either side. This condition of the skin made its appear-
ance soon after birth, commencing as an unusually red and
scaly condition of the skin, which was very sensitive, smart-

Read in the Section on Cutaneous Medicine and Surgery of
the American Medical Association, at the Fifty-ninth Annual Ses-
sion, held in Chicago, June, 1908.

ing and burning when bathing. It had no apparent relation
to infantile eczema. This condition continued until the pa-
tient was about five years old, when the inflamed surface
began to show oval, red patches, which, disappearing, left
rings and irregular figures, save where the skin was normal.
The subjective sensations now began to increase. At first the
eruption appeared and disappeared rapidly, and there were

intervals when for short periods the body was quite clear.
During the last two years it had never been entirely free from
the eruption. The skin manifestations had existed only oc-

casionally on the palms of the hands and the soles of the
feet, in the form of a red spot which never became scaly and
disappeared in a few days. Five years ago most of the lesions
on the body were subject to a discharge, which ran its course
in a few days, ending in the formation of a crust, which soon

fell off, leaving a dark pigmentation. This complication,
probably, was independent of the original condition. The
patient stated that, after sitting, the clothing would adhere
to the skin, caused by a discharge from the affected parts,
accompanied by pain and burning, probably due to pressure.
This condition would arise during walking, undoubtedly the
result of chafing. The face often showed lesions of the same
character as those on the body. About six years ago the
mother noticed the gradual disappearance of the facial red-
ness. This condition was followed by an entirely different
manifestation, beginning on the middle portion of the face,
which was represented by a number of small, hard, yellow
lesions the size of a pin-head to a pea, which gradually in-
creased in dimensions and number until all portions of the
face were invaded. The patient stated that her bowels had
never been regular; that pain often followed eating. At
night she was annoyed by skin sensations and was often dis-
turbed by dreams.

Examination (August 1, 1906).—The body was in excellent
nutrition; internal organs apparently normal; urine normal.
At a slight elevation above the level of the skin were erythe-
matous lesions, circinate, annular, gyrate or distinctly serpigi-
nous, discrete or confluent, occupying the back and front of
the thorax. The abdomen, the arms to the wrists and the
legs to the ankles were covered with these lesions; hands and
feet were free. The scalp showed only a slight desquamation.
The size of the single efflorescences varied in diameter from
a quarter of an inch, or less, to three inches. A small lesion
was often found at the periphery of a larger one. The single
lesions had a well-defined outline, generally oval or oblong.
The ring lesions were covered with scales, except at the
sharply defined, hyperemic, free margin. The center was pig-
mented, varying according to the size and age of the lesions,
and the surface was covered with the finest scales. The smaller-
sized lesions showed a similar condition; they were on the
level of the normal skin, and were of a bright red color,
which disappeared on pressure; scales were found only on
lesions that had attained the size of a large pea. No scratch-
marks were present.

Further Course.—The old efflorescences followed their reg-
ular course. At the same time a new lesion appeared on the
chest, which was kept under observation, and quickly devel-
oped to a quarter of an inch in diameter. This lesion was
bright red, with a darker border. Forty-eight hours later, its
size had increased to three-quarters of an inch, without
change, except at the center, where it began to disappear. The
patient complained of local soreness. On the face there was

present a different lesion, consisting of yellow, slightly trans-
lucent, symmetrical papules, varying in size from a millet-
seed to a pea, raised well above the surface, generally isolated,
but, in rare instances, appearing in clusters; these were most
numerous about the nose, and extended gradually over the
cheeks in the direction of the ears. This condition agreed in
all essential points with the picture of adenoma sebaceum,
and was so diagnosed.

Treatment (Feb. 1, 1898).—Arsenic, thyroid extract and
other remedies were tried during the past eighteen months,
without benefit. X-ray treatment was kept up for about eight
months, without favorable effect. The adenoma sebaceum was
removed by electrolysis, with permanent relief. The patient,
an intelligent girl, wrote me under the above date: "The
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